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 A large outbreak of adenovirus type 4-
associated acute respiratory disease (ARD)
occurred at Fort Jackson, South Carolina, the
U.S. Army’s largest basic training center (1) from
May through December 1997. During the latter
half of 1997, ARD hospitalizations were reported
in basic trainee populations from all army
training centers. However, the highest rates
(≥ 1% of all trainees per week) were at Fort
Jackson and at Fort Leonard Wood, Missouri (2).
After completing an 8-week basic training,
soldiers generally enter the second phase of
military specialty training, advanced individual
training, which is offered at various U.S. Army
posts. Fort Gordon, Georgia, receives soldiers
directly from Fort Jackson (approximately 150
km away) and other basic training centers. From
August to December 1997, the average advanced
training population at Fort Gordon was 3,600
soldiers; 80% came from Fort Jackson, approxi-
mately 10% from Fort Leonard Wood, and 10%
from other sites. Most soldiers proceed directly to
advanced training upon graduation from basic
training at Fort Jackson. Concern that adenovi-
rus-associated ARD might spread to advanced
training students at Fort Gordon led to an
intensive, laboratory-based ARD surveillance
program at this site on April 1, 1997.
The Study
Female and male soldiers in advanced
training live in barracks at Fort Gordon and
receive medical care at the army hospital.
Soldiers report to outpatient clinics during the
day or to the emergency department during
evenings and weekends. Local medical policy
requires hospitalization of advanced training
soldiers with ARD symptoms (one or more signs
or symptoms of acute respiratory infection and
oral temperature of ≥ 38.06°C). Approximately
80% of advanced training soldiers admitted to the
Fort Gordon hospital who met the case definition
were enrolled in the surveillance program.
A questionnaire was used to record basic
training site, date of reporting to Fort Gordon,
and date of onset of symptoms for each trainee. A
pharyngeal swab was taken from each trainee,
placed directly into virus transport medium
(Viromed Laboratories, Inc., Minneapolis, MN),
and immediately transported to the laboratory at
the Dwight David Eisenhower Army Medical
Center, Fort Gordon. All procedures performed
on human subjects met ethical standards
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A large outbreak of adenovirus type 4-associated acute respiratory disease (ARD)
occurred at Fort Jackson, South Carolina, in 1997. A laboratory-based ARD surveillance
program was initiated at Fort Gordon, Georgia, where advanced individual training was
heavily populated with Fort Jackson soldiers. Adenovirus type 4 was isolated from 50%
of 147 trainees hospitalized with ARD. Most (88%) introduced cases were in trainees
from Fort Jackson.Dispatches
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Figure 1. Numbers of
introduced and sec-
ondary cases of aden-
ovirus type 4-associ-
ated acute respira-
tory disease (ARD) at
Fort Gordon, Geor-
gia, USA, in soldiers
who initially trained
at Fort Jackson,
South Carolina, Au-
gust through Decem-
ber 1997.
established by the Institutional Review Commit-
tee of the medical center.
Viruses were isolated and identified in the
Virus Isolation Laboratory, Dwight David
Eisenhower Army Medical Center. Adenoviruses
were isolated on human lung carcinoma (A-549)
cells. Serotypes were determined by virus
neutralization (3) with type-specific antisera
(Centers for Disease Control and Prevention,
Atlanta, GA) by the Reed-Muench method for
calculation of the 50% lethal dose titer (4).
Cultures were also examined by standard virus
isolation and identification for influenza A and B;
parainfluenza 1, 2, and 3; herpes simplex; and
enteroviruses. In addition to human lung
carcinoma, primary rhesus monkey kidney and
human foreskin cell lines were used to screen for
viral agents. A pharyngeal swab was obtained
from most study participants for isolation of
Streptococcus pyogenes, Group A, by using
standard methods.
The incubation period for adenovirus ARD is
generally ≤ 10 days (5,6). Patients who had been
at Fort Gordon for ≤ 10 days before the onset of
ARD symptoms were classified as having been
infected elsewhere (introduced cases). Patients
who had been at Fort Gordon for >10 days before
onset were classified as having acquired adenovi-
rus infection at Fort Gordon (secondary cases).
From April 17 to May 14, 1997, a survey was
undertaken to determine if adenoviruses were
circulating in trainees who did not exhibit classic
ARD. Throat swabs for virus isolation were
performed on 180 randomly selected Fort Gordon
advanced training soldiers who reported to clinic
for treatment of minor illnesses, including
afebrile upper respiratory infections.
The first isolate of adenovirus type 4 was
from a specimen collected on August 19, 1997,
from an advanced training soldier whose illness
met the case definition of ARD. None of the
specimens obtained from advanced training
soldiers without ARD yielded adenovirus. From
August 1, 1997, through December 31, 1997, 147
advanced training cases from four basic training
sites that met the ARD case definition were
studied; 73 (49.7%) patients had positive test
results for adenovirus type 4. Each began basic
training after adenovirus vaccination had ceased.
Of the 73, 7 (9.6%) completed basic training at
Fort Leonard Wood; 6 (8.2%) trained at Fort Sill,
Oklahoma; 3 (4.1%) trained at Fort Knox,
Kentucky; and 57 (78.1%) trained at Fort
Jackson. The 57 adenovirus type 4-positive
soldiers included 47 (82.5%) men and 10 (17.5%)
women with a median age of 19 years (range 17 to
33 years). This gender distribution closely
mirrored that of the total advanced training
population at Fort Gordon (approximately 80%
male and 20% female).
Of 119 cases in soldiers who had performed
basic training at Fort Jackson, 57 (47.9%) were
adenovirus type-4 positive; of these cases, 22
(38.6%) were introduced and the remaining 35
(61.4%) were attributed to local transmission at
Fort Gordon (Figure 1). Thirty-three other ARDDispatches
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Figure 2. All acute
respiratory disease
(ARD) and adenovirus
type 4-associated ARD
incidence rates (cases/
1,000 trainees/month)
at Fort Jackson, South
Carolina, and Fort Gor-
don, Georgia, May
through December
1997.
causative agents were isolated from the 62
persons who were adenovirus type-4 negative.
This resulted in an identifiable cause of ARD in
90 (75.6%) soldiers. Twenty-seven of the other
agents were viruses. These included eight
isolates of herpes simplex; eight of adenovirus
type 21; four of parainfluenza type 3; five of
adenovirus type 2; one of influenza B; and one
mixed infection of adenovirus types 2 and 3. Six
other trainees were positive for Streptococcus
pyogenes, Group A. Two trainees with mixed
infections of S. pyogenes, Group A, and adenovirus
type 2 and adenovirus type 4, respectively, were
identified.
The patient with the initial adenovirus type 4
isolate on August 19, 1997, had arrived from Fort
Jackson on June 20, 1997. Twenty-five (34.2%) of
the 73 cases of adenovirus type 4-associated ARD
were classified as introduced; 48 (65.8%) were
classifed as secondary (Figure 2). Of the introduced
cases, 22 (88.0%) were in trainees from Fort
Jackson. The remaining three were in trainees
from three basic training sites, who arrived at
Fort Gordon on October 15 or later. Twelve of the
trainees from Fort Jackson who had introduced
cases had onset of symptoms 1 day before
arriving at Fort Gordon (day –1) to 4 days after
arrival (day+4). The earliest identified, intro-
duced cases were in trainees who arrived at Fort
Gordon on August 29. One became ill the day of
arrival, and the second, 3 days after arrival.
The outbreak persisted until December 12,
1997, when the last adenovirus type 4 isolate was
identified as a secondarily acquired infection in
an advanced training soldier who had not trained
at Fort Jackson (Figures 1, 2).
Conclusions
Adenovirus type 4 was not isolated in 180
non-ARD patients cultured during April and
May, indicating that the virus was not then
circulating widely, if at all, at Fort Gordon. We
stopped culturing non-ARD patients because of
the increased workload in the medical center’s
virus laboratory caused by the ARD outbreak at
Fort Jackson. Adenovirus type 4 was not isolated
from ARD patients at Fort Gordon until August
19. The index patient had reported to Fort
Gordon 58 days before onset of illness, a period
much longer than the usual incubation period for
adenovirus type 4; we classified that case as
secondary, although it is possible that the patient
was infected at Fort Jackson and excreted
adenovirus type 4 at Fort Gordon without
symptoms of clinical illness until August. Virus
watch programs recognize infections with little or
no illness and brief excretion of virus as well as
persistent infections often characterized by
illness and periods of intermittent virus
excretion that can exceed 100 days (7,8). We were
unable to identify the trainee who introduced
adenovirus type 4 to Fort Gordon from a basic
training center.
Our data are consistent with the introduction
of adenovirus type 4 (with subsequent virus
circulation) to Fort Gordon during June toDispatches
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August, probably by a trainee from Fort Jackson.
The likely spread of adenovirus type 4 from Fort
Jackson to Fort Gordon is supported by the
temporal relationship between the outbreaks at
the two sites and the laboratory-proven
adenovirus type 4 infections in soldiers arriving
at Fort Gordon from Fort Jackson. Immuniza-
tions for adenovirus type 4 ceased at Fort
Jackson and elsewhere in the army on April 1,
1997, and the adenovirus type 4 ARD outbreak in
Fort Jackson basic trainees began in May (1).
Since basic training was 8 weeks, the first cohort
of nonimmunized soldiers arrived at Fort Gordon
at the beginning of June. Strain variations have
been described in isolates of adenovirus type 4
(9). Molecular identification procedures were not
available in military laboratories at the time of
this outbreak, and the cost of molecular
characterization or other tests to compare
isolates from basic training centers and Fort
Gordon were beyond the study budget.
The adenovirus type 4 outbreak in the
advanced training population at Fort Gordon
differed from the much larger outbreak in Fort
Jackson basic trainees. At Fort Jackson,
adenovirus type 4 accounted for more than 90% of
ARD hospitalizations toward the end of the 1997
epidemic (3). At Fort Gordon, isolation of
adenovirus type 4 occurred less often: <50% of
soldiers hospitalized with ARD at Fort Gordon
had an adenovirus isolated. Among the remain-
ing  50%, a potential respiratory pathogen was
identified for 53.2%. Laboratory tests to identify
Mycoplasma pneumoniae and Chlamydia
pneumoniae as causes of ARD were not available
for this study (10).
ARD rates were much lower at Fort Gordon
than at Fort Jackson (Figure 2). At its peak, the
Fort Jackson outbreak produced an attack rate of
26.45 cases per 1,000 soldiers per month. The
highest attack rate at Fort Gordon in advanced
training soldiers was 7.50 cases per 1,000
soldiers per month. Various factors including
naturally acquired immunity from exposure to
outbreaks during basic training, less crowded
housing in advanced training (two-person rooms
in advanced training versus open barracks in
basic training), and less physical stress in the
highly technical Fort Gordon training program
may have limited the magnitude of that outbreak.
The outbreak among advanced training
soldiers at Fort Gordon supports the hypothesis
that the spread of adenovirus type 4 from one
training site to another can occur. This outbreak
also demonstrates that adenovirus type 4-
associated ARD occurs in advanced training
soldiers and results in hospitalizations. Since a
new adenovirus vaccine manufacturer has not
yet been identified, the U.S. military may not
have adenovirus type 4 or 7 vaccines until 2004 or
beyond. Surveillance must be conducted at basic
and advanced training centers with special
consideration given to studying adenovirus
transmission. Understanding the variables
associated with virus spread could lead to
effective nonvaccine interventions.
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